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	Patient Name:

	Date of Birth:
	Today’s Date:

	Address:


	Email:
	Phone #:



         Allergies:______________________________________________________________________________________________________
       _______________________________________________________________________________________________________________
       _______________________________________________________________________________________________________________

        Current Medications (including over the counter and/or herbal supplements): 
	Name
	Dosage
	How often
	Reason for medication

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


	Do you have any of the following?



	
	Yes
	No
	
	Yes
	No
	
	Yes
	No

	Weight loss / gain (circle)
	
	
	Hypertension
	
	
	Headaches/Head injuries
	
	

	Fevers or Chills
	
	
	Heart Disease
	
	
	Fainting or passing out
	
	

	Fatigue
	
	
	Chest pain or tightness
	
	
	Seizures/epilepsy
	
	

	Memory Loss
	
	
	Limb Swelling
	
	
	Numbness/tingling
	
	

	Corrective Lenses
	
	
	Abdominal pain
	
	
	Weakness
	
	

	Dizziness / Vertigo
	
	
	Nausea/Vomiting
	
	
	Anxiety
	
	

	Difficulty hearing
	
	
	Indigestion/heartburn
	
	
	Depression
	
	

	Seasonal allergies
	
	
	Diarrhea/constipation
	
	
	Other mental health problems
	
	

	Sinus problems
	
	
	Frequent urinary tract infections
	
	
	Sleep issues
	
	

	Tiredness or Fatigue
	
	
	Blood in urine
	
	
	Diabetes
	
	

	Intolerance to heat / cold
	
	
	Kidney stones
	
	
	Excessive thirst/urination
	
	

	Lung Disease (asthma, COPD)
	
	
	Irregular periods
	
	
	Anemia
	
	

	Shortness of breath
	
	
	Back pain/injuries
	
	
	Blood clot or bleeding issues
	
	

	Wheezing
	
	
	Joint pain or swelling
	
	
	Lymphedema
	
	

	Cough
	
	
	A history of broken bones
	
	
	Alcohol abuse
	
	

	Irregular heartbeat or Palpitations
	
	
	Skin problems (rash, eczema, psoriasis)
	
	
	Substance abuse
	
	




       

      Additional Comments:_________________________________________________________________________________________
       ________________________________________________________________________________________________________________
       ________________________________________________________________________________________________________________
       ________________________________________________________________________________________________________________
       ________________________________________________________________________________________________________________



       Patient Signature:____________________________________________________________________ Date:________________
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AI-generated content may be incorrect.] Patient Name:_________________________________________________Date:______________

            TO BE COMPLETED BY PROVIDER  

             Vital Signs:
	Height:

	Blood Pressure:
	Respirations:
	Vision: 

Bilateral:   20/______ 

Right Eye: 20/______ 

Left Eye:   20/______

	Weight:

	Pulse:
	Oxygen sat:
	



	System Name
	Normal Findings?
	Comments/Abnormal Findings


	Eyes
	
	
	

	Ears
	
	
	

	Nose
	
	
	

	Mouth/Throat
	
	
	

	Head/Face/Neck
	
	
	

	Lungs
	
	
	

	Cardiovascular
	
	
	

	Abdomen/Gastrointestinal
	
	
	

	Extremities
	
	
	

	Musculoskeletal
	
	
	

	Integumentary
	
	
	

	Genitourinary
	
	
	

	Lymphatic
	
	
	

	Endocrine
	
	
	

	Nervous System
	
	
	
















            Based upon the health assessment, the above applicant/employee has been physically examined and pertinent medical history has been reviewed

              Examination Type   

                 Administrative/ General Physical    
                 Pre-employment (see below)
                 Based upon this health assessment and knowledge of job requirements:     As provided by the employer     As described be the employee 

                 Other:________________________________________________________________________________________________________

           Recommendations  

           Comments/Recommendations:_____________________________________________________________________________________
         _____________________________________________________________________________________________ 
         _____________________________________________________________________________________________

        Complete the following for pre-employment:   

               No work Restrictions- Medically qualified to perform all necessary job functions under the indicated working conditions and environment. 

               Not Medically Qualified- Not medically qualified to perform necessary job functions under the indicated working conditions and environment for                      
                 which he/she has been examined. Reasons are listed below. 

               Restricted- Medically qualified to perform all necessary job functions under the indicated working conditions and environment, provided the restrictions
                 listed below can be accommodated, and/or the recommendations listed below can be satisfied. _______________________________________________
                 ___________________________________________________________________________________________________________________________ 

               Determination Pending- (specify reason)_______________________________________________________________________________________ 
	            Return to medical exam office for the follow up:_________________________________ Date to be completed by__________________________


               Name of Provider Completing Exam: _________________________________________________________ Date:_________________

             Provider Signature:______________________________________ Patient Signature:_________________________________________ 


             Clinic Address: Physicals Plus Healthcare- 1025 Plain Street, Suite 1 #217, Marshfield MA 02050 Phone Number: (508)-503- 6688
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